deafness. A few weeks later, she had an attack of pneumococcal meningitis which recurred at the age of 23 months. Radiological examination revealed a defect at the apex of the petrous temporal bone. A left lateral craniotomy with dural repair 'o the middle fossa was performed at 2 years of age. However, she had five further attacks of meningitis which included three due to pneumococcus and two due to Haemophilus influenzaeat between 2 years 3 months and 5 years 6 months. At the age of 5 years 8 months she was admitted to the Hospital for Sick Children, London. Examination showed the left tympanic membrane to be normal, but the right was bluish and a fluid level was seen. She had bilateral sensori-neural deafness. The rest of the examination, including full neurological examination, was normal. The results of investigations were not diagnostic: haemoglobin level was 11 * 9g/dl; white cell count was 18.7 X109/l (neutrophils 71%; lymphocytes 21%; reticulocytes 5%; eosinophils 2%; basophils 1%). Complement C3 was 108% of standard. Nitroblue tetrazolium test was normal. Radiographs of the sinuses showed minor mucosal thickening in the antrum. Chest radiograph was normal. Tomograms of the mastoids showed the lateral part of the right internal auditory meatus wider than that on the left, and the vestibule was slightly larger. The basal coil ofthe right cochlea was normal. Computed, tomography (CT) showed an opaque right middle ear. A right exploratory Letters tympanotomy was performed and a fistula Pracy for allc was found in the foot plate of the stapes. The stapes was removed and the oval window was plugged with tempralis fascia. Since then (18 months) no further attacks of meningitis have Queen I occurred.
The second case was a girl, born following a Gr normal pregnancy, and delivery, to healthy unrelated parents. Her development was References normal except for deafness discovered at 12 months of age. She was fitted with a hearing I Smith H, In aid in both ears. She has had three attacks of with a child with the triad recurrent not evident meningitis, hearing loss (especially of the twelve sensori-neural) and evidence of middle ear think that th pathology even without abnormality in the an altered L tomographic study of temporal bones, then patients wer labyrinthine fistula should be suspected. tigations an Detailed investigations, as in both our cases, see that thei may fail to show a site of CSF leak. Therefore munication" in such a child exploratory tympanotomy described si should be undertaken. with obvious chorea were studied. After an overnight fast, blood was withdrawn for glucose estimation, and insulin (0-1 mg/kg) was injected into the opposite arm. Blood sugar and clinical response were measured every 10 min for 60 min, and then every 20 min for a further 60 min. The severity of chorea was rated using a specially designed scale described in detail elsewhere.5 In addition the number of choreic movements occurring at rest in one selected region, such as an eye, finger or toe depending on the individual patient, was counted over a 60 sec period. Blood sugar fell below 2*0 mmolI and symptoms and/or signs of hypoglycaemia developed in all subjects. However, the intensity of chorea did not alter. Three subjects fell asleep during the test, and chorea disappeared in two, but on arousal their chorea was of the same severity as before insulin. Unfortunately, insulin-induced hypoglycaemia had no
